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i
A recertification and complaint survey, #31842 ;
ang #32126, was condyeted from Sepiember 23
through September 25, 2013, at Holston Manor.
No deficiencies were cited in relation to the :
complaints under 42 CFR PART 482,13, i
Requirements for Long Term Care. E
i
. i
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 231
8s=0} INDIVIDUALITY The filing of this Plan of Correction does not
constitute an admission that the deficiencies
The facility must promote care for residents in a alleged did, in fact, exist. This Plan of Correction
manner and in an environment that maintains or is filed as evidence of the facility to sorply i
enhances each resident’s dignity and respect in with the requirement of participation i
full recognition of his or her individuality. and continue to provide high quality resident care. i
This REQUIREMENT Is not met as evidenced Fa4 :
by: 1. Staff o the 200 hallway glven 1:1 in-service by i
Based on observation and interview the facility the Risk Manager regarding Dignity atd Respect |
failed to provide an environment that maintains or including knocking on doors in patient care arcas, }
enhances each resident's dignity, 2. All resident have the potential to be affected by i
] the same deficient practice. :
: The findings included: 3. Staff will be in~serviced on Digeity and Respect
with emphasis on knocking on doors in patient
Observation on September 24, 2013, at 1:45 care areas by the Risk Manager and ar designee _
p.M., in the 200 haliway, revealed Certified by 10412013,
Nursing Assistants (CNAs) #1 and #2 walked into 4. Random observation will be preformed at '
the shower raom without knocking first on the differat times of the day 1o ensure compliance |
door. Continued observation revealed the two b’;‘!"’ Nursing Supervisors and or designcs (3
CNA's entering Resident A's roam without audits per week x 4 weeks) Quality Assurancs .
Knooking first on the door. Committae Wll].l[EVIBW results durmg regularly
scheduled meetings to evaluate fndings and 11/09/2013
Interview with the Licensed Practical Nurse {LPN) ~ | @mendplenas nocessary.
#1 on September 24, 2013, at 1:50 p.m., in the
200 haliway nurses station, confirmed the slaff
entered the shower room and the resident's room
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLURE / TITLE ) DATE ;
o Lty £T: KL [{ =S =i5

Any deficlency statemegtEnding with an astafisk () denotes a deflclancy which the inetituion may be excused from conecting providing it i determined that
ether safeguarde provida sufficient protection to the patients. {See instructions.) Excepi for nursing hemas. the findings atated above are disclosable 90 days
following the dale of survay whether ar not & plan of commection Is provided. For fursing homas, the absvs findings and plans of cosrection arg disclosable 14
days following the date these documants are mada availabla to the faciliy. If deficiancies are cited, an approved plan of somection is requisite to cantinued
program participation,
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F 241 | Continued From page 1 F 241
without knocking on the door.

Interview with the Director of Nursing (DON) on
Septamber 24, 2013, at 2:00 p.m,, inthe DON's
office, confimed the CNA's were fo have
knocked on the door prior to entering the shower
room and the resident’s room.

F 248 483,15(e)(1) REASONABLE ACCOMMODATION F 246| The filing of this Plan of Corection :
§5=D: OF NEEDS/PREFERENCES does not constitute an admission that :

the deficiencles alteged did, In fact exist
This Plan of Correction if filed as evidence

{ A resident has the right to reside and receive

" services in lhe facility with reasonable £ the facility to comply with th
accommodations of individual needs and reqiemo of yastelpution sud conting -
: preferences, except when the health or safety of | to provide high quality resident care,
| the individua! or other residents would be ! provice high quahty resi '
- endangerad,
¥ 246
This REQUIREMENT is not met as evidenced " L. Air Conditioner upit in resjdent #180 oom was
: Q changed on 9/2472013. Resident verbalived
Based on observation and intetview the facility f}g‘:ﬁ“ with temperature in room sfier change
failed to accommodate the needs of one resident . '
’ ; ) 2. All resident have the potential to be affacted by :
{(#180) of thirty-five residents reviewed, the same deficient practice.
. . . 3. AL AC units in the Facility will be checked for C
The findings included: . proper fonictioning by the Maintenance Director !
Resldent #180 was admitted to the facilily on N ;“gg;):‘i:::‘kﬁ: 31’; f{’glﬁg‘i}“ be
December 14, 2011, with diagnoses including performed to ensure compliance by the
Multiple Sclerosig, Meuregenic Bladder, and

Maintenance Dircctor and/os his designee (3
audits per week X 4 weeks). Preventive
Maintenagee schedule will also be continued on
the AC units, Quality Assurance Committee will
review results during regularly scheduled
to evaluate findings and amend plan a5 accessary.{ 1170972013

Abnormal Gait.

Interview with the resident at the 600 hall nurse's
desk on September 24, 2013, at 1:40 p.m,,
revealed the resident's air conditioner was not
warking propetly. Continued intetview revealed
the air condltioner had not worked properly since
June of thls year and the Maintenance Direcfor

FORM CMS-2567(02-99) Provious Verslons Qbsgplela Event (B WGOU11 Facinty H: TNBZ09 If continuation sheet Page 2 of 18
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F 248, Continued From page 2 F 246

: had been informed several times since then.

: Observation and interview with the Maintenance i

: Assistant in the resident's room on September !

i 24,2013, at 2;59 p.m., revealed the temperature '

+in the resident’s room was sevenly-hine degrees.

i Interview on September 24, 2013, at 7:43am., . _
with the Maintenhance Director, in the facilify ;
dining room, confirmed the residents air !
conditioner had been removed three fo four ;
months ago and had not baen repaired since that :
time. ’

F 278 483.20(g) - (j) ASSESSMENT F 278| The filing of this Plan of Correction
58=D | ACCURACY/COORDINATION/CERTIFIED does not constituc an admission that :
the deficlencics alleged did, in Fact exist, i
The agsessment must accurately refiect the This Plan of Correction if filed as avideace |
resident's siatus. of the facility 1o comply witiL the i
requirement of participation and ¢ontinue ;
A registered nurse must conduct or coordinate 10 provide high quality resident care, :
each assessment with the appropriate
participation of heaith professionals, F273
- 1. A correction o the previous agsessment f
afa rse mu th
2;:3; sm[:rﬁ ;’:1 cimp! efé 3 fan and certity that the was completed on 10/07/2013 on resident #27 E
) showing that resident does have bilateral hand :
Each individugl who completes a portion of the contrachures. . .
! assessment must sign and certify the accuracy of 2. All yesidonts are at risk for inacourate coding.
. All assessraents have been reviewed for
that portion of the assessment. ———
. . . 3. The Interdisciplinary Team will be In-serviced
Ll_nder Medicare and Medlgi?ld, an indi\{ldual who on ensuring the acsumey of the Minjmurs Data
willfully and knowingly certifies a material and Sct by the Director of Nursing and/or designee ,
false statement in a resident assessment is by 10/11/2013 .
subject to a civil money penally of not more than !
$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual
to certify @ material and false statementin a
resident agsessment is subject to a civil money
FORM CMS-2587(02-69) Pravious Varslans Obsolste Evenl I WGOU1 1 Facifity [D: TNE209 if continustion sheet Page 3 of 19
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Continued From page 3

penalty of not mora than $5,000 for each
assessment.

Clinical disagreement does not constitete &
raterial and false statament,

This REQUIREMENT 15 not met as svidenced

Based on medical record review, observation,
and interview, the failed to ensure the accuracy of
a quarterly assessment for contractures for one
resident (#27) of thirty-five samplad residents,

The findings included:

Resident #27 was admitted ta the facility on April
3, 2001, with diagnoses including Diabetes, Leoft
Side Hemlplegia, Encephalopathy, Ghronic
Obstructive Pulmonary Disease, and Infracrania!
Hemorrhage.

Medical record review of the Quarterly Minimum
Data Setdated July 1, 2013, revealed the
resident had cognitive impairment, required
assistance with all activities of daily living, and
had no funcfional Imitations in range of motion.

Observation oh Septamber 24, 2013, at 3:35
p.m., revealed the resident lying in bed. Further
aobservation revealed the rasident had:
contractures of both hands.

Interview with Minimum Data Set (MDS)
Coordinator #1; in the MDS office, on September

124, 2013, at 3:40 p.m., confirmed both hands
; were sonfranted. Continued interview confirmed

the quarierly MDS dated July 1, 2013, did not
reflect the bilateral hand contractures, and had

F 278| 4 Randem audits will be competed by the Care
Plan Director sad or DON to ensure accumcy of
of the MP'Ss. (4 residents weekly x 2, then 2
residents weekly x 2 weeks}, Quality Assurance
Committee will review results during regularly
scheduled meetings to evaluate findings and 11/09/2013

amend plati as necessary.
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A facility must use the results of the assesament
to develop, review and revise the resident's
comprehensive plan of care.

The facifity must'develop a comprehensive care
plan for each resident that includes measurable
objectives and timefables to mest a resident's
medical, nursing, and mental and psychosocial
needs that are idenlified In the comprehensive
agsessment.

Thie care plan must describe the services that are
to be furnished to aftain or maintain the resident's
iighest practicable physical, mental, and
psychosocial well-belng as required under
§483.25; and any services that would otherwise
be required under §483,25 but are not provided
due to the resident's exerclse of rights under
§483.10, Including the right to refuse treaiment
under §483.10(b){(4).

This REQUIREMENT is not met as evideqced
by: :

Based on observation, medical recard review,
and intarview the facllity falled to develop a care
plan to address a PICC {peripherally inserted
central catheter) line for ane resident (#242) of
thirty-five residents reviewed.

The filing of this Ptan of Correction,

does not constitule un admission that

the deficiencies alleged did, in fact exist.
This Plan of Correction if led a5 evidence
of the factlity to comply with the
requirement of participation and continue
to provide high quality resident care.

Fa7%

1. Care Plan for resident # 242 was updated to

2. All residents witk PICC lines ave at risk for the
same deficient practice,

3. Care Plan of residents with PICC lines were
sudited gn 9/25/2013 10 ensure the Care Plan
reflected the plan of care for the PICC line,
Licensed Mutses and the Care Plan offics were
in-serviced on PICC line policy on 9/23/2013,
by the Risk Manager.

reflect the PICC line plan of care on 9/26/2013,

HOLSTON MANOR KINGSPORT, TN 37664
M) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (RS}
EREFIX {EACH DEFIGIENGY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOLILD BE COMPLETION
TAG REGULATORY OH LIC IDENTIFYING INFORMATION) TAS CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 278 Continued From page 4 F278
been coded incorrectly.
F 279, 483.20(d), 483.20{(k)(1) DEVELQP F 279
88=D | COMPREHENSIVE CARE PLANS
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F 278 Continued From page 5 F 279} 4. Random audits of Care Plans will be completed
The tindings included: by the Care Plan Director and ar PON to ensure
accuracy of the Care Plan. {3 x weekly x 4 woeks
Observation and interview on September 23, Quality Assurance Committee will review results!
2013, at 10:14 am., in the resident room with the during regularly scheduled meetings io 11/05/2013
Assistant Direclor of Nursing (ADON) revealed evaluate findings and amend plan as
resident #242 lying in bed, with a PICC line in Recessuty.
place in the left upper extremnity.
Medical record review of the Temporary Care
Plan dated September 13, 2013, revealed no
documentation of the PICC line.
Interview and medical record review of the care
plan on September 25, 2018, at 1:20 p.m., with
Minimal Data Set Cogrdinator (MDS) #1 , in the
MDS office, confirmed the facility falled to
develop a care plan for the PICG [ihe.
F 280 | 483 20{d)(3), 483.10(k){2)} RIGHT TO F 280 rpe i1 . .
s8=D | PARTICIPATE PLANNING CARE-REVISE CP s mar s Flan of Comection
) . the deficiencies alleged did, in Fact exist.
The resjdent has tha right, unless adjudged This Plan of Comelgion if fled as evidence
incompetent or otherwise found o be of the faciiity to comply with the ;
incapacitated under the laws of the State, to equireiment of participation and continue :
participate in planning care and treatment or to provide high quality resident care, i
changes in care and treatment,
A hensi | t be developed F2e0
comprehensive care plan must be develop .
within 7 days after the completion of the L EE':; fan for resident # 91 corrected on ;
4 R 013 to reflect discontinugtion of slarm. ¢
comprehensive assessment; prepared by an 2. Al residents are at risk for the same deficient {
interdisciplinary tearn, that includes the attending " practice FHES ! ‘
physician, a registered nurse with resgonsibility practics.
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicabls, the participation of
the resident, the resident's family or the residenl’s ; '
legal representative; and periodically reviewed :
and revised by a team of qualified persons after |
each assessment. :
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F 280 | Confinued From page B F 280} 3.100% sudit of resident care plans will be
preformed by Care Plan Director, Risk
Manager and or DON to ensure-that ail
aceyrately reflect any cumrent safety
interventions or the discontunuation of any
This REQUIREMENT is not met 2 evidenced safoty interventions by 10/18/2013.
- 4. Random audits of Care Plans will be .

' Based on medical record revigwi ohservation completed by the Care Plan Directoy and or DON

-and interview, the facility failed to revise a care to ensure gceuracy of the Care Plan. (4 residents
plan ta reflect safety devices for one resident weckly 5 2 weeks, thee 2 residents weekly x
{#91) of thirty-five sampled residents, 2 weeks). Quality Assursuce Committee will

review results during regulagly scheduled
The findings included: eeetings o evaluate findings and amend plan | 100013
a3 necessary,

Resident #91 was admitted to the facility with
diagnoses including Seizure Digorder, Chronic
Obstructive- Pulmonary Disease, Hypertension,
Muscle Weakness, Diabetes, Aphasia, and
Abnormality of Gait,

! Medical record review of the Minimium Data Set
dated August 13, 2013, revealed the resident was
coghitively impaired and requlred assistance with
all activities of daily living.
Medical record review of the resident's current
Care Plan dated August 14, 2013, revealed the
resident had been care planned for being “af risk
for falle™ with interventions including "pressure
alarm oh bediwhee!chair to remind resident to
use call light 2nd alert staff ras.{resldent) neads
agsistance."
Qbsaervation on September 24, 2013, at 1:30
p.m., ravealed the resident lying on the bed,
Further observation revealed no alarms on bed or
wheelchair.
Interview with the Director of Nursing (DON}), in
the DON's office on Septamber 24, 2013, at 3:30

FORM CMS-2567(02-09) Previous Verslons Obsokele Event ID:WGDU1 Facilty 1D: TN8 209 i continvation sheet Page 7 of 19
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care plan, revealed hospice care had not been
addressed.

Inferview with the Director of Nursing (DON), on
September 25, 2013, at 8:05 am,, in the

a5 necessagy.

HOLSTON MANOR KINGSPORT, TN 37664
X4} D SUNMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGYION SHOLULD BE COMPLETION
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DEFICIENCY)
F 280 | Continued From page 7: F 280
p.m., revealed a physician's order was obtainsed
on February 3, 2013, to discontinue the pressure
alarms for the bad and wheelchair. Further
interview confirmed the resident's care plan had
not been revised to reflect the physician's order.
F 281 | 483.20(k)(3)() SERVICES PROVIDED MEET F 281 _
858=p | PROFESSIONAL STANDARDS The Bling of this Man of Correction
does not constitate an admission that
The services provided of arranged by the facility the deficiencies alleged did, in fact exist.
mUEt meet pmfessiuna] Standards of quahty This Plan of Correction if filed as evidence
of the fastlity 0 comply with the
requirement of participation and contipue
This REQUIREMENT Is not met as evidenced to provide bigh qualily resident cae.
by:
Based on medical record revisw and interview, F23]
the facility falled to address the care area of !
hospice on the interim ¢are plan for one rasident | 1. Cara Plan for resident # 230 was not able to be
(#230), out of thirty-five residents reviewed. correcied dus to the fact that this was a closed
chart. Nursing Sugervisors snd Care Plan
The findings included: Coordinators were in-serviced on ensurlog
hospice iy addressed on the interim care plan on
Resident # 230 was admitted to the facility en 9/25/2013.
June 28, 2013, with diagnoses of Mafignant Lung 2. Al residents with hospice orders are at risk for
Cancer, Malaise and Fatigue, Chronic Heart tho same deficient practice,
Failure, Atrial Fibriliation, Rehabilitation Process, 3. 100% eudit of resident care plans for residents
Lack of Coordination, Abnormality of Gait, Anxiety with hospice orders was completed on 10/4/2013
State, and Psychosis. by the DON (o ensure hospice is addressed on
the plan of care, .
Medical record review of a physician's order 4. Random audits for Interir Care Plans will b
dated June 28, 2013, revealed an order for completed by the Care Plan Director and or DON
hospice. to ensure sccurdey related to hospice orders. (3 x
weekly X 4 weaks). Quality Assurance Committee
: . : - ; will review results during regularly scheduled
Medical record review of the resident's mterim mectings to evaluats findings and amend pizn 114092013
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conference roeom, confirmed hospice care had
not been agddressed on the Interim care plan,

F 302 483,25 PROVIDE CARE/SERVICES FOR F 309
s5=0 | HIGHEST WELL BEING

The filing of this Plan of Comection
does not eonstitute an admission that .
the deficiencies alleged did, in fact exist. )
This Rlon of Cormeetion if filed 45 evidenca
of the facility to comply with the
requirement of participation ard continue
to provide high quality resident care,

Each resident must receive and the faclity must
provide the necessary care and-services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in )
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced ¥300 |
by: ., i
R . 1. On 9/23/2013 Nurse Practitioner was contacted H
Based on observation, medical record review, and orders to follow Facility PICC linc Policy i
and interview the facility failed to provide services were received for resident # 243. ADON 5
* | for the care of a resident's PICC line (peripherally completed dressing change for resident# 243 :
inserted central catheter) for ons resident (# 242), PICC line on 9/23/2013.
of thiry-five residents reviewed. 2. AN residents with PICC fines are at risk for the
_— . syme deficient practice.
The findings included: 3. 100% complianca in-service provided by Risk

Menager 1o Licensed Nurses regarding PICC

Observation on Septemnber 23, 2013, at 10:14 line Policy on 9/23/2013. Nursing Supsrvisor

a,m., in the resident room, with the Assistant completed 100% zudit of residents in facility
Pirector of Nursing (ADON) revealed the resident with PICC lines 1o ensure orders present and
in the bed with a PIGC (peripherally insettad dressing changes were curtent completed by

central catheter) line inssriad in the [eft upper 9/25/2013,

extremity. Continued observation revealed the
dressing around the PICC line was dated
September 12, 2013,

Medical record review with the ADON on
September 23, 2013, at 11:02 a.m., at the 600
hall nurse's dask, confirmed there were no orders
for the PICC line ¢are and maintsnance.

|
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F 3081 Continued From page 9 - F309| 4, Random chert andiss will be completed by
Record review of the facility policy and procedure ADON and or DON 1o ensure that PICC ling,
for PICG line care revegled “...perform dressing Policy is being followad (4 x weekly x 2 weeks,
change every 7 days or earlier...” 3 x weekly x 1 week, 2 x weekly x 1 week).
Quality Assurance Commitiee will review results
Interview with the resident on September 23, during regularly scheduled meetings to evaluate 110972013
2013, at 11:14 a.m., in tha resident's room, findings and amend plan as necessary. 109
revealed the nurses had been flushing the PICC
line.

interview with the Director of Nursing (DON) on
September 23, 2013, at 2:50 p.m., in the faeility

! conference room, confirmed there were o orders
for PICC line care and maintenance,

Interview with the Director of Nursing (DON) in P
the faciity conference room, on Septermnber 23,
2013, at 3:04 p.m., confirmed the facility policy
was not followed for a PICC line dressing change.
F 326 | 483.25(l) MAINTAIN NUTRITION STATUS F 325
55=0 | UNLESS UNAVOIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident -

(1) Maintains accaptahle paramelers of nutritional
status, stich as body weight and protein levels,
unlzss the resident’s clinical condition
demonstrates that this is not possible; and

{2) Receives a therapeutic diet when there is a
nutritional prablem.

This REQUIREMENT is rot met as evidenced
by:

Basad on medical record review, abiservation,
and interview the facility failed to ensure one
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F 325 ; Continued From page 10 F 325
resident (#228) received the required nutrition to . ) i
malntain an acceptable bady weight of thirty-five The filing of this Pisn of Correction
residents reviewad. does not constitute an admission that
the deficiencies alleged did, in Fact exist.
The facility's failure resulted in harm to resident # This Plea of Corection if filed 55 evidence
228. ofth;. faellity to comply with the
requirerpent of participation and continue
The findings included: 10 provide high quality resident cure.
Resident #228 was admitted to the facility on
August 9, 2013, with diagnoses including
Subdural Hematoma (SDH}) requiring emergency
surgery, Encephalopathy, and Seizures,
Medical record review of the admission History
and Physical (H&P) on August 13, 2013,
revealed the residert had falien at home in R
August 2013 and sustained a SDH. Review of F3zs
the H&P f:ava-a]ed ) high ns-k for“aspiration and 1. On 92412013 Nurslug teceived the dietary
pneumania with cloudy sensorium. recornnendations dated 9/13/2013 for resident
. . . #228 and reviewed them and weight loss with the
Medical record review of the Minimum Data Scfs Nusse Practitioner. The order fo,i[aﬁnol 2.5 mg
(MDS) dated August 16 and 23, 2013, revealed 2 PO AC lurch and dinner was added to resident's
Brief Mental Status score of 11, indicating plan of care. THe residents overall condition
moderate cognitive impairment, and was tot_ai fncluded weight loss was reviewed with the
dependence on staff for assistance with eating physician a3 well and no new orders received.
and drinking. Resident's Kardex and care plan reviewsd znd
welo noted to be incorrect regarding
Medical record review of the speech therapist resident’s ability to feed self. Theses were
» Discharge Report dated September 7, 2013, cotected to aceutstely reflact rosident's ability
revealad, "Patient Is toferating current dief of and desire to feed self Resident interview shows
puresfthin liquids well with no overt signs or that Tesident does not like 2 puceed diet. Speech
- symptoms of distress... Patient is to remain on wat informed sud has sines picked resident up on
puree at this ime due %o optinal safety.. Patient caseload with positive vesults as evidenced by
scored a 1721200 at this time Indicating & mild resident now swallowing mech soft biscuit and
dysphagia and aspiration risk on pureefthin gravy, scrambled eggs st breakfast as noted per
cgf.gijgncy_.. P P ST note dated 10/28/2013.
OCbservation on September 23, 2013, at §2:45 .
FORM GMS-2562(02-89) Previous Versions Obanlele EvantiD: Waouit Faclily iQz TNE202 if gontinuation shael Page 11 of 19
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p.m., in resident #228's room revealed the
resident remained upright in bed, had a three
compartiment plate of pureed {eod on the lunch
fray, with soupy pureed beans in one section of
the plate. Gontinued cbservation revealed the
resident até several bites of craamed potatogs,
but none of the pureed beans. Continued
observation revealed a carton of whole milk, a
green-colored pudding, and a "Magic Cup"

+ (frozen protein supplement) were Included an the

tray. Observation revealed a family member
seated at the resident's bedside. During
observation, the family member volunteered...
visited "several times each week” and slated
"understand (the resident) supposed to be helped
when eating...I've never seen anyone help...won't
eat those (referring to the Magic Cup)...".
Continued observation revealed no facility staff in
the reom offeting assistance 1o the resident.

Review of the Food Intake Record for September
23, 2013, revealed tha resident took 25% of the
observed lunch.

Revlew of the resident's August and September
2013 Vital Signs and Weight Record revealed the
fallowing: August 9°- 156 pounds {oh admission);
August 10 - 154 pounds; August 17 - 145 pounds
(a 7% weight loss); September 15 - 140 pounds
(210.2% weight ioss); and September 22 - 140
pounds,

Review ¢f the Nurse Practilioner’s Resident
Encounter Sheet dated August 23, 2013,
revealed ".._Abnhormal Physical Exam Findings:
eats 25% maybe of meals. Has lost 11 pounds in
8 days...will add House supplements and
Eldertonic” (a liquid supplement used fo promote
appetite),

3.

. Random chart audits will bo compleied by ADON

HOLSTON MAROR KINGSPORT, TN 37664
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX, {EACH DEFICIENCY MUST BE PREGENED BY FULL PREFIX {EACH CORRECTIVE ACTIOH SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 326 | Coptinued From.page 11 F 325] 2. Distary recommendations for all residents

tevised to ensure no repeat fssues. .
Digtary recommendations will ba brought to the
clinical portion of the moming meeting to be
reviewed by the Interdisciplinary Team. 100%
audit of regident Kardexs for accurste coding
will be completed by Nursing Supervisers by
10/1172013. Plrystcian spoke with resident's
contact person on 9/26/2013 regarding resident’s
kealth status and weight Joss. A carte plan meeling
to jnctude resident, eontact person and physician
is scheduled for 10/15/2013,

and or DON to ensure that dietary
recommendatjons have been raviewed with
Wurse Practitioner or Physician timely and to
ensure that care pans accurately reflect residend's
ability to fecd self. (4 weekly x 2 weaks, 3 week]y
x | week, 2 weekly x 1 week). Quality Assurance
Committeo will review results during regularly
seheduled mestings to evaluate findings and

amend plan as necessary, 11/09/2013
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Contihued From page 12

Review of the Care Plan dated August 15, 2013,
revealed the prablems of "Alteration in
Nutrition.,,Unable to faed self.” Review of the
care plan revealed a goal was set for "Adequale
Nutritional Intake and No Significant Weight
Changes." Continued review revealed the
approaches to eddress the problems included
"...Dietician to evaluate and offer intervention;
encourage resident ta consume 75~100% of each
meal,..offer substitutes if resident refuses food
items...feed resident at all times...”

Continuad review of the care plan ravealed 2 new
problem was added by the Pietary Manager on
August 26, 2013, "sig wt (significant weight)
changes/unable to feed self.”

Medical record review of the Dietary Progress
Notes dated August 26, 2013, revealed "...DON
{Director of Nurses) informed on August 23,
2013, of resident's weight loss...Staff documenis
some self feeding and at other imes resident
requiring feeding assistance...Magic Cup added
tc meal tray at luneh and supper..."

Record review of the Nutritional Assessment
Recommendations dated September 11, 2013,
revealed "_..continued weight loss...d/c
(discontinug) eldertonic...begin Marinol (a drug
used to stimulate appetite) 25 mg BID (twice a
day)...request prealbumin {a lab test to help
evaluate nuiritional status),..”

Review of the Food Intake Record revealed from
September 1, 2013, through Seplember 21, 2013,
the resident had refused twenty meals, breakfast
five times, unch five times, and supper 10 times
with an average meal intake of 30% intake.

F 325
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Record review of the Daily Skilled Nurses Notes
for the same peried, from September 1-21, 2013,
did not reflect the resident was offered an
alternative when a meal was refused.

Interview and review of the resident's kardex with
the Nurse Supervisor at the 400-500 hall nursing
station at 8:40 a.m., on Seplember 24, 2013,
revealed the kardex indicated the resident was a
"feed." Interview continued and the Nurse
Supervisor confirmed the resident's bedside
rmirsing staff could refer to the kardex to know
how to assist fhe resident at meals.

interview with the Regislered Dietician (RD) on
September 24, 2013, at 9:00 a,m., at the 400-500
hall nursing station, verified the RD meets with
the Dietary Manager during weekly mestings
each Wednesday and reviewed residents with
weight loss. Interview reveated "sometimes
someone from nursing is there,..we don't have an
official group that meets to address welght loss."

Interview with the Dietary Manager an
September 24, 2013, at 1;40 p.m., at the 400-500
hall nursing station, comfirmed the resident had
been reviewed for continued weight loss during
tite August 26-, 2013, and Septamber 11, 2013,
meatings with the RD. Contfinued interview
revaaled the resident’s physician orders were
reviewed, and the Dietary Manager confirmed the
racammendations given to the Nurse Supervisor

: to stop Eldertonic and begin Marinol and to obtain

a pre-albumin, had not been ordared by the
physician. Intarview canfirmed the resident was
now below the ideal body weight by eight pounds,
Interview confirmed the Dietary Manager had
continued to request the resident he fed as
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restated on the August 26, 2013, Care Plan
update, "sig (significant} wt (welght) changes,
unable to feed seif’ Confinued interview revealed
the Dietary Manager was not aware the resident
did not like the “Magic Cups” that were being sent
with each lunsh and supper tray.

Interview with the Nurse Supervisor at 2:30 p.m.,
on September 24, 2013, In the conference room,
confirmed the Nurse Supervisor was "unsure” of
what happened lo the dietary recomimendations
raceived from the Dietary Manager and RD.
Continued interview revealed the Nurse
Supervisor was responsible ta convey the
recommendaticns to the physician or the nurse
praclifioners. Further interview confirmed the
nursing staff had not been following the Care
Plan to feed the resident and had baen setting up
the fray in the room fo feed self,

Interview and review with the Nurse Supervisor at
3:30 p.m., on September 24, 2013, in the
conterence room, of the Food Intake Record for
August 2013, and September 2013, confirmed
the following: from August 22 fo the present time,
the nursing staff had not been following the care
pian to feed the resident as documented on the
Daily Skilled Nurse's Noles, the resident had
meal trays set-up in the resident's room:; the
resident had refused more meals in September
than August; and the resident had consumed less
of all meals, especialty the breakfast meal in
September.

Interview continued and the Nurse Supervisor
confirmed the licensed.nursing staff had not
reviewed the way the resident was currently
recelving meals with the Cerlified Nurse Aides
(CNA's), the Dietary Manager, or the Speech

F 325
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Therapist,

Interview on September 25, 2043, at 10:40 a.m.,
in the foyer area adjacent to the main dining
room, with the Nurse Practitiongr (NP) confirmed
the dietary recommendations submilted o the
nursing staff by the RD and the Dietary Manager
on September 11, 2013, were not recelived by the
NP and no orders were written to change the
appetite simulant Eidertonic to Marinot or for a
‘laticratory test to measure the resident's
‘pre-albumin,

Interview with the Medical Director and the DON
at 12:45 p.m., on September 25, 2013, in the
Madical Director's office, reveated the physician
had not seen the resident since the inlYal
admission evaluation on August 10, 2013,
Interview verified the physician had not been
notified of the resident's weight loss or the RD's
recommendations. Continued interview :
confirmed the professional nursing staff had not
met as a group 1o discuss the resident's weight
less, and nursing had not met with the family, the
Dietary Manager, the RD, or the Speech
Therapist tc address the resident's continued
welght loss.

F 358
88=D

483.30(e} POSTED NURSE STAFFING
INFORMATION

The facility must post the following information.cn
a daily basis:

o Facility name.

o The current date.

0 The totat number and the actuat hours worked
by the foliowing categories of licensed and

F 356
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unficensed nursing staff directly responsible for
resident care per shift
- Registered nurses.
- Licensed practical nurses or licensed
vacational nurses (as defined under State law),
- Certified nurse aides,
o Resident census,

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of ¢ach shift. Data must ke posted as follows;
o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon crat or wiitten request,
rmake nurse staffing data available to the public
far review at a cost not to exeeed the community
standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT ig not met as evidenced
by:
Based on observalion and interview, the facility
failed to post accurate nurse staffing information
as required,

The findings included:

Observation on September 23, 2013, at 11:20
a,m., in the conference ronm, revealed the
staffing information posted did not accurately
reflect the nursing staff on duty for the currant
day. Observation of the pasted staffing revealed,
the staffing information was posted before call-ins
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F 356 | Continued From page 16 3
pag F 356 The filing of this Plan of Correction

does ot constitute an admission that

the deficiencies alleged did, in fact exist,
Thig Plan of Correction if filed as evidenee
of the facility to comply with the
requirement of participation and continus
ko provide high quality resident care.

F356

1. The posted staifing information was comected
on 5/23/2013 to reflect the cail in that accumed
for the 7-3 shift for Licensed Nurses.

2. All residents are at visk for the some deficiant

practico.

. Stalling Coordinetor was in-serviced by DON on
9/2312013 that the posted staffing infoomation
rrust be accurate and reflects any and ull changes
that occur though out the day. In-service regarding
the changing the posted stuffing information will
be provided to the Licensed Nursing staff by the
DON and will be completed by 10/11/2013.

4. Random audits wil} be completed by ADON and
or DON to ensume that the posted staffing
information is comect and reflects changes. (4 x
weekly x 2 weels, 3 x weekly x 1 weel, 2 x
weekly x 1 week). Quality Assurance Committee
will review results during regularly scheduled
meetings to evaluate fndings and plan as 11/09/2013
neccssavy.

a
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F 356 | Continued From page 17 F 358
by Licensed Practical Nurses, and had not been
updatad to reflect current nursing staffin the
facility,
Interview with the Director of Nursing at the time
of the observation on September 23, 2013, in the
canference room, confirmed the stafling .
irformation did not reflect the curent nursing statt i
present; and confirmed the facility faited to post
accurate staffing. .
F 520 483,75(0)(1) QAA F 520 | The filing of this Plan of Comeslion
35=D ; COMMITTEE-MEMBERS/MEET does not constitute 2n admission that
QUARTERLY/PLANS the defiziencies alleged did, in fact exist.
This Plan of Corection if filed as evidence
of the Facility to comply with the
4 A fac"ity must maintain a qua[[ty assessment and rcquirzl:nenl_ufpa:ﬁt‘;ipatio_n apd continus
assurance committee consisting of the director of to provide bigh quality resident care. %
nursing sefvices; a physician designated by the :
facility; and at least 3 other members of the F 520
facility's staff,
] 1. The issue of the physician attending QA mesting
The quality assessment and assurance . was discussed by the Facility in May 2013 QA
commiitee meets at least quartery to identify meeting aad it was decided that one of the Nurse
issues with respect to which quallly assessment Fractitioners will attend the monthly QA mesting
and assurance aclivities are necessary; and as the physician’s representative. ;
develops and implements appropriate plans of Z. All residents aze at risk for the same deficient :
action to comect identified guality deficiencies. praclice,
A State or the Secretary may not require
digclosure of the records of such committes
except insofar as such disciosure is related to the
compliance of such committes with the .'
requirements of this section, . :
Good faith atlempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions. :
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F 520 | Continued From page 18 F 620 3. A Nurse Practitioner has been present for
monthly QA mectings since the facitity plan in
This REQUIREMENT is not met as evidenced glllﬂce in June 2013 as evidenced by the sign in
by: cets,
Based on review of facility Quality Assessment - Adm.inimmr will review mCl‘ntl'll)' QA meeting
and Assurance (QAA) sign in sheets, and Sign In sheels to ensure that either the
interview, the facility failed to ensure the required physiciar or tha Nurse Practitioner were present
sign-in of the desighated physician at the monthly for the meeting, Quajity Assurance Committee
QAA meetings for seven of nine monthly will review results during regularly schoduled
mestings to meet the regulatory quarterly meotings (o evaluale findings und mends plan 1 4902913
reguirements, as necassary MD will continne to attend Quality
Assurance meeting quarterly.
The findings included:
Review of the facifity's monthly QAA signin
sheets for the past ning months, revesled the
designated physician had not signed the facility's
gign-in sheet on the following dates; September
20, 2012, Qclober 30, 2012, November 30, 2012,
January 31, 2013, February (no date), 2013, May
29, 2013 (meeting for March and April), and June
28, 2013,
Intorview on September 25, 2013, at 1:30 p.m.,
with the Director of Nursing {DON), in the DON's
office, revealed the faclllty meets on a monthly
basis for the QAA Further intarview with the
DON confirmed the designated physician was not
present for the QAA meetings and failed to meet
the regulatory quarterly requirements.
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